We assign levels of evidence to each main Summary published in Evidence-based Dentistry, with the exception of guidelines which contain a mix of levels and therefore present more of a challenge. The system we
use in the journal is based on that employed by the Oxford Centre for Evidence-based Medicine (OCEBM) as shown in Table 1 .
The level of evidence we assign is highlighted using our evidence graphic (Figure 1 ).
We will continue to use this system for the present, but it is worth mentioning some of the work that has taken place in the area over the past few years that may change the way we assign levels of evidence in the journal. • Systematic reviews are preferable: studies, with rare exceptions, should not be interpreted in isolation, so pooling of study findings using standardised reporting is preferable.
• Level alone should not be used to grade evidence. Although this approach helps to justify study selection, a number of disadvantages were identified by these authors, eg, levels may mean different things to different readers, and novel or hybrid approaches are not easily accommodated. This can lead to anomalous rankings, where a systematic review (usually the highest level) that is based on a few small poor quality trials might be placed above a large, well-conducted, multicentre trial.
• What if there are no systematic reviews? Systematic reviews are only available for a small number of topics so whatever evidence is found should be clearly described.
• Balanced assessment should draw on a variety of research. Even if the effectiveness of any particular treatment has good systematic evidence, data about potential harm is likely to come from cohort or case-control studies: risk-benefit assessments thus need to draw on a variety of research types.
These authors suggested that there were two broad options to address these concerns; to extend and improve existing hierarchies, or to abolish evidence hierarchies and levels of evidence and concentrate instead on teaching practitioners general principles of research so that they can use these principles to appraise the quality and relevance of particular studies.
I would suggest that both are necessary.
In 2004, the GRADE (Grading of Recommendations Assessment, Development and Evaluation) working group published a critical appraisal of the six most prominent systems for grading levels of evidence and TOOLBOX As this journal changes, it is worth highlighting one the key elements of the Summaries we publish in Evidence-based Dentistry, namely the assignment of levels of evidence. Ecological studies SR (with homogeneity*) of case-control studies * By homogeneity we mean a systematic review that is free of worrisome variations (heterogeneity) in the directions and degrees of results between individual studies. Not all systematic reviews with statistically significant heterogeneity need be worrisome, and not all worrisome heterogeneity need be statistically significant. There was agreement that the OCEBM system worked well for all four types of questions (effectiveness, harm, diagnosis and prognosis) considered for the appraisal, although it was not without its faults.
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This critical appraisal examined both the way these six systems rank the evidence and how they then grade the strength of clinical recommendations. A number of key conclusions were drawn, and a new scheme proposed. This has been adopted by the GRADE group to develop a new rating of quality and strength of evidence (Table 2) . 5, 6 The GRADE approach to linking evidence and clinical recommendations has much to recommend it and it is likely that this will be an important system in the future -particularly in guideline development. 
